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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANEI\"'I‘ RECORD

#33928

(c) Name of hospital or institution:

St. Louis City Hospital-Max C. Starkloff

{If not ju hospital or institotion, write stroet number or lncation) emr
{d) Length of stay: In hospital or inaaitulion.’.._.w....z ms=25_

(Specify 'bat.hnr

() Strect No
&1

DEPA%TMENT OF %OMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 3.1{-;321
L -
LED o v agg]g  SVANDARD CERTIFICATE OF DEATH St it o
R
Lemstmtlo af_r!ct% _]W _________ Primary Registration District No_.__\"’u ~ Registrar’s No_954@
i. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECFASED: 6“" ‘?9
: [}
((:; 2.::1 3t LOULE, N (@) state . Missouri () County .
Y O i cataide city os tow i, write “RURALY and name o Lowaehis) () City or town Stullauwis.s ., '/

(If gutaide city or town limite, write “HURALS) 7/ Sr"’

1510 Market St.,

(If rural, give location)

{¢) Citizen of foreign country? Unk, (Yes or No}

If yea, name country. j

In this community. 50 years
years, mohths or days)
3. (@) PRINT . N
FULL NAME .. _HBohara Redlly e
3. () If veteran, 3. {¢} Social Security
name war, T No. m—=
\ 5. Coloror | 6. {c) Single, widowed, married,
. s female white divorced._S1i0g1E

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month__ NOV. __ day Sth

year, 1 9M hour 9 1 30 minute. Pa M.
21. I hereby certify that I attended the deceased frnmg/lg/uh
19 tor NOVa BYh 10 Lt
that T last siw b €T _ alive on Nov. 8th __ 1.4l

{ 14. Maiden mame ... M

{City, tawn, or county) -

16, (a) Tnformant. Ma. Henard

A

(Sl.;l.e or loreign eounu'y)
.= 1

®) Address___Sth.louis. C:Lty

(B nrul.cremlunn, or remavai)

17. (@ burial (%) Date thereof

H"sp’*taf‘r TTTEEN

(Manih) (Day) (Year)

{¢)' Place: burial or wn Calvary Cemetery

(Dats received loca) rexistrar)

18.- {a) Signature of funeral director.l: GUlliDB.ne BI'O Ses

(#) Adds _Nor:
o OV TO LG

Grend dve,.,-

(Registrar's signnture)

6. (b) Nameof husbandorwife........_..__.__. 6. (¢) Age of husband or wife if and that death occurred on ghe date and hour stated aboye. Duration
alive._.___years || Immediate cause of death. A / _ errrsresrrers e rnaen I
7. Birth date of deceased unk 5 —_—
{Month) {Day) {Year)
8. AGE: Years Months Daya If less than one day Due to r.-
—71 i he. min i
a Due to.. v/
9. Birthplace unk l
(City, town, or county) (State or foreig'ln country) 1
s unlke Other conditions
10, Usual occupation (Inclnds peeguancy within 3 montha of death)
11, Industry or business PHYSICIAN
Major findings: _
12. Name L_’._ Of operations
r\ : - hUm:lerline
t
E 13, Birthplace. unk ’\ w!:icmhlcligegm
{City, town, ot county) (State or foreign country) Of autopsy hould be
Q U.Ilk sta-
AN tistically.
S} 15. Blrthplace. .o ~unk

22. If death was due to external causes, fill in the following:
{¢) Accident, suicide, or homicide (apeci{y)

{&) Date of occurrence

() Where did Injury occur?.

{City or la'n) {Counly) G
(d) Didinjury oocur in or about home, on farm, in industrial place, in public ptam?

(Spent, type of place)

2.

Address_ .o

{Licensed Embalmer’s Statement on Reverse Sido)

“




S

AL LM
.

-
hY

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

..... : : , Registered Ap%;: No - ,

\ ]
r - - - . Licensed Embalmer No...... 3186 e seeeeee
P. 0. Address St. . Ipouj 3, Mo.,..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply with

the above constitutes grounds for revocation of license.) .
. Dn. .
If this body is not embalmed, fact should be so stated above. ° e TR




